well as to calm the child during periods of distress. The mothers in the PEP comparison group received standard feeding and nursing attention and a series of parent educational handouts about infant care, holding the baby, bathing, sleep positions and sleep habits, safety of infant equipment and car safety. The majority (56-65%) of women in both groups provided breast milk, with the interventions beginning at 9 days of age and when the infant was at 34 weeks post-menstrual age.
What was found? There was high fidelity in mothers learning the H-HOPE intervention. When the nurse advocate directly observed the mothers, there was 490% adherence to the intervention checklists. Infants in the H-HOPE group grew significantly more rapidly than the PEP controls and demonstrated a 69-g advantage in weight by day 28 and a 1.7-cm advantage in length by day 20. An indicator of brain growth, head circumference, was consistently higher throughout the study for the H-HOPE intervention group compared with the PEP controls. The H-HOPE intervention did not reduce the time that infants required supplemental tube feedings or reduce duration of hospitalization compared with PEP controls.
What does this mean? First, in a most vulnerable population of minority women, characterized by two or more social-environmental risk factors, 97% agreed to regularly participate in their infant's care beginning in the second week of life. The second important finding is that mothers were able to learn to read and interpret their infants' behavioral cues, and thus more successfully help their infants learn feeding skills that promoted weight gain and linear growth. Third, this study offers valuable take-home lessons for improving partnerships with vulnerable families by providing evidence-based hands on learning opportunities.
What are these take-home lessons? First, there are many opportunities to start active parenting involvement in the care of their infants for this group of infants, who represent on a population basis a large number of infants admitted for neonatal intensive care, specifically those of 29 to 34 weeks gestational age. Second, additional studies will need to take place that also look at the impact of H-HOPE interventions on children with bronchopulmonary dysplasia, necrotizing enterocolitis, late-onset sepsis, retinopathy of prematurity, congenital malformations requiring surgery and parenchymal brain injury. The H-HOPE intervention adds to the growing body of research demonstrating improved weight gain and growth in hospitalized preterm infants who receive massage. 4, 5 However, it should be noted that there are gaps in measuring the long-term developmental impacts of these interventions on child and caregiver well-being. In particular, as social interactions are the prerequisite to communicative skills, social-emotional learning and adaptive behaviors, long-term studies assessing the impact on child health, development and parent-child interactions are needed. As there is increasing evidence that procedural stressors impact on vulnerable infants health and development, explicit interventions to optimize feeding skills and neural organization are critically needed for helping babies thrive in their hospital and home extra-uterine environments. 6 In this way, our postnatal neuroprotection practices that support and engage families can be linked to biomarkers, neurometrics and interventions that underlie child resiliency and enhance parental physical, behavioral and social well-being.
